the typical structure of a neurofibroma-namely: (1) loose connective tissue rich in cells with very small nuclei; (2) dense fibrous strands in the above-mentioned loose connective tissue; (3) great excess of fibrous tissue in the walls of the minute blood-vessels. No subcutaneous tumours of nerve trunks were felt. Hypodermic injections of fibrolysin were tried for a short period, but without any decided result.' l Cf., however, F. E. Fenton, Proc. Boy. Soc. Med., 1909, ii A WOMAN, aged 49, formerly enjoyed good health. She was married at the age of 28, and had eleven children, nine of whom were still living and healthy; the other two died early. Swelling of the abdomen was first noticed in December 1908, and she then became short of breath and confined to bed. Before she was admitted to the German Hospital (July 14, 1909) paracentesis abdominis had already been performed six times. She had been accustomed to drink beer, but apparently not in excess.
On admission the abdomen was distended with fluid, the lower extremities were cedematous, and there were bronchitic signs and some dyspncea and cyanosis. The heart showed nothing abnormal. The urine, of rather high colour, was free from albumin and sugar. There was no jaundice. During the first five weeks in the hospital paracentesis abdominis had to be repeated four times; the quantity of the ascitic fluid withdrawn on these occasions varied from 6,000 to 9,500 c.c., and its specific gravity (twice estimated) was found to be 1P010. After tapping the belly the liver could be felt enlarged and hard, reaching four finger-breadths below the costal margin. The patient's temperature, though occasionally slightly raised in the evenings, never exceeded 1000 F. The pulse varied between 64 and 88. The quantity of urine was decidedly below the normal, Omentopexy was performed by Dr. E. Michels on August 20, and the free bleeding from the abdominal walls at the operation seemed to show that considerable collateral venous circulation was already established. After the operation the ascitic fluid soon reaccumulated and was removed by paracentesis or by a small incision on September 4, Septeinber 14, and September 22, 6,200 to 8,000 c.cm. being withdrawn on each occasion. On October 1 Dr. Michels, after letting out the ascitic fluid by a small incision near the umbilicus, inserted a tube (a small catheter) for" permanent drainage." This tube was removed after a few days when the, fluid had ceased to flow. On October 12, 6,000 c.c. were again let out by incision and a catheter was again inserted for peritoneal drainage, but it had soon to be removed, as fluid did not conme away. About this -time (after October 12) there was moderate pyrexia (up to 1000 to 1015°F. in the evenings), but after October 21 the temperature did not reach 1000 F. No more tapping was needed after October 12, though the fluid at first reaccumulated. By November 8 the ascites was obviously diminishing, and by November 15 the signs of ascites had for a time completely vanished. The patient's general condition was satisfactory. The daily quantity of urine was about normal. The temperature was generally about 98°F. in the morning and 990 F. in the evening. The liver (November 25) felt hard and was greatly enlarged, the lower edge reaching down to the anterior superior iliac spine. The splenic dullness cqjmenced above at the eighth rib in the mid-axillary line, and the lower edge of the organ could be felt about 2 in. below the costal margin. A little ascites was again noted in the early part of December.
It should be observed that in this case, as in the case shown by Dr.
Weber on May 14, 1909, the decided improvemnent followed Dr. Michel's peritoneal drainage rather than the omnentopexy operation itself. The moderate fever immediately preceding the favourable result was likewise a point to be remembered. In regard to chronic ascites and the question of operative treatment beyond simple tapping, cases of hepatic cirrhosis might perhaps, as stated on a previous occasion, be roughly divided into the two following groups: (a) Patients who for some reason (for instance, the presence of old perihepatitis and perisplenitis and extensive spontaneous omental adhesions) have the collateral venous circulation well established, and do not readily develop ascites, but are especially liable to hsematemesis from dilated cesophageal or gastric veins. The liver is generally decidedly enlarged in this group of cases. (b) Patients with a poor collateral venous circulation, who develop ascites early.
The main object of omentopexy and peritoneal drainage should be to convert patients of class b into patients of class a. In the present case no contra-indication existed, but, on the contrary, the patient's general condition appeared particularly favourable for the operative interference.
